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amount DURATION AND SCOPE OF SERVICES PROVIDED 

C A T E G O R I C A L L Y  NEEDY group ALL 

The fo l lowingmed ica lse rv icesa rep rov ided .  

1. I n p a t i e n tH o s p i t a lS e r v i c e s( O t h e rt h a ns e r v i c e s  i n  a ni n s t i t u t i o n  
fo rMen ta lDi sease )  

2 . a .  O u t p a t i e n tH o s p i t a lS e r v i c e s  
2 . b .  Rura lHea l thCl in i cSe rv ices  

3 .  OtherLaboratoryand X-ray S e r v i c e s  
4 . a .  S k i l l e dN u r s i n gF a c i l i t y  Services 
4 . b .  EPSDT s e r v i c e s  f o r  ind iv idua l sunde rage  2 1  

- 4 . C .  FamilyPlanningServicesandSupplies 
5 .  P h y s i c i a n s 'S e r v i c e s  - O f f i c e ,  Home, H o s p i t a l ,  skilled nursing 

F a c i l i t yo re l s e w h e r e  
6.a. P o d i a t r i s t s '  Services 
6 . b .  O p t o m e t r i s t s 'S e r v i c e s  
6 . c .  C h i r o p r a c t o r s 'S e r v i c e s  

7 .  Home H e a l t hS e r v i c e s  
9 .  C l i n i cS e r v i c e s  

10. Denta lServ ices  
1 2 . a .  Prescr ibedDrugs 
1 2 . b .  Dentures 
1 2 . c .  P ros the t i cDev ices  
1 2 . d .  Eyeglasses  
1 4 . a .  I n p a t i e n tH o s p i t a lS e r v i c e sf o ri n d i v i d u a l s6 5y e a r s  of age or  

o l d e ri nI n s t i t u t i o n sf o rM e n t a lD i s e a s e s  
1 4 . b .  S k i l l e d  n u r s i n g  f a c i l i t y  s e r v i c e s  for i nd iv idua l s65yea r s  of 

a g eo ro l d e ri ni n s t i t u t i o n sf o rm e n t a ld i s e a s e s  
14.r:. I n t e r m e d i a t ec a r ef a c i l i t ys e r v i c e s  for  i n d i v i d u a l s  65 y e a r s  

of age o r  o l d e ri ni n s t i t u t i o n sf o rm e n t a ld i s e a s e  
1 5 . a .  I n t e r m e d i a t eC a r eF a c i l i t yS e r v i c e s( O t h e rt h a ns e r v i c e si n  an 

I n s t i t u t i o nf o rM e n t a lD i s e a s e )  
1 S . b .  	 I n c l u d i n gs u c hs e r v i c e si n  a p u b l i c  i n s t i t u t i o n  ( o r  d i s t i n c t  pRT 

t h e r e o f )f o rt h em e n t a l l yr e t a r d e do rp e r - s o n s  w i t h  r e l a t e d  
c o n d i t i o n s  

16. 	 I n p a t i e n tP s y c h i a t r i cH o s p i t a lS e r v i c e sf o ri n d i v i d u a l su n d e r  
2 2  yearsofage 

1 7 .  Nurse-midwifeservices  
18 .  Hosp icese rv ices  
1 9 .  Extendedserv ices  t o  pregnant  women 
20. TargetedCase management S e r v i c e s  

21 .a .  T r a n s p o r t a t i o n  
21 .a .  S k i l l e dn u r s i n gf a c i l i t ys e r v i c e s  for  ind iv idua lsunderage  2 1  
2 1 . e .  Emergency h o s p i t a ls e r v i c e s  
2 1 . y .  Oxygen andRelatedEquipment 
23. CRNP S e r v i c e s  
2 5 .  Casemanagement S e r v i c e s  
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OMB N o . :  0938-


AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


1. inpatienthospital services other than those provided in an 

institution for mental diseases. 


Provided: /?No limitations With limitations* 


2.a. 	 Outpatient hospital services. 


Provided: /-;;No limitations With limitations* 


b. 	 Rural health clinic services and other ambulatory services furnished 

by a rural health clinic. 


Provided: /-;; No limitations /-;;With limitations* 

f l  Not provided. 
c. Federally qualified health center (FQHC) services and other 

ambulatory services that are covered under the plan and furnished by 
an FQHC in accordance with section 4231 of the State Medicaid Manual 
(HCFA-Pub. 45-4). 

Provided: No limitations /-;;TWithlimitations* 


d. 	 Ambulatory services offered by a health center receiving funds under 

section 329, 330, or 340 of the Public Health Service Act to a pregnant 

woman or individual under 18 years of age. 


Provided: AT No limitations LTWith limitations* 

3. 	 Other laboratory and x-ray services. 

Provided: /T No limitations /xWith limitations* 

*Description provided on attachment. 


HCFA ID: 7986E 




( h )  payment f o r  inpatient psychiatric services in a general 
hospital 1s  1 limited to days certified by the Department, during 
which the individual with a psychiatric diagnosis is a patient
ln an approved unit. In exception will be made to this 
requirement in an emergency situation, in which case payment 
will be made f o r  a maximum of 2 days o f  inpatient psyrhiatri!' 
care in a n  a r ea  other than the  psychiatric unit. 

( c )  Payment for inpatient drug/alcohol services in a general
hospital is limited to d a y s  certified b y  the Department during
which the individual with a drug/alcohol diagnosis is a patient 
in a drug/alcohol unit approved by the Department of health 
In exception will be made to this requirement in an emergency 
si tuation, in which case payment k i l l  be made f o r  a maximum of 
2 days of inpatient c a r e  i n  an area other than the drug/alcohol
unit . 

( (1 )  each recipient is limited to two (2) periods of 
therapeutic leave per calendar month. Neither of these periods 
of therapeutic leave may exceed 12 hours in a calendar day 

Exception: Recipients receiving care in an acute care genera:
hospital's extended apl i te  ('are psychiatric unit. approved b\.  tho  
department a r e  limited to seven 12-hour periods of therapeutic 
leave per month which map be used consecutively. 

( e )  the Department determines recipient eligibility f o r  
compensable transplant procedures in accordance with written 
standards which are applied uniformly to similarly situated 
individuals compensable transplant procedures must. be 
certified by a qualified physician as being reasonable and 
necessary any participating qualified physician and any
licensed hospital that has a Certificate of Need to perform 
transplants is eligible t o  receive payment fo r  the procedure. 

TV # 97-10 

Effect ive Date Jan. 1 ,  13": 






1 .  .Acute, f u l m i n a n tl i v e rn e c r o s i s / f a i l u r es u c h  as 
seen i n  c e r t a i nt o x i cs t a t e s ,f o re x a m p l ea c e t o m i n o p h e n  
inges t ion  i n  tos icamounts .  

2 .  c h r o n i cl i v e rf a i l u r e  where thecompl ica t ions  of 
encepha lopa thyfo rasc i t e sand /o rva r i cea lb l eed ing  o r  o the r  
complicat ions a r e  no longeramenable t o  or c o n t r o l l e d  b y  
recognized medl r a l  management. 



For the treatment o f  certain diseases where i 
to represent a standard approach to treatment of the disease 
such as lymphomas and leukemias. not approved for the 
treatment of diseases which the Department considers to s t i l l  
be of an investigative o r  research nature. 

( f )  Payment is not made f o r :  

( 1 )  t transsexual surgical procedures for gender change 
or reassignment, e.g., penile construction, revision of labia, 
vaginoplasty, vaginal dilation, vaginal reconstruction, 
penectomy orchiectomy mammoplasty, mastectomy hysterectomy. 
or release of vaginal adhesions; 

(2) medical or dental services o r  surgical procedures 
performed on an inpatient basis which could have been performed
in an outpatient, department, ambulatory surgical center, short 
procedure unit or in a practitioner's office, e . g . ,
myringotomy, vasectomy or dental procedures which may be 
provided in an outpatient setting without undue r i s k  to t h e  
patient; 

( 3 )  inpatient hospital services provided in 
conjunction with physicians' services identified as OP 
outpatient procedures in the medical Assistance fee schedule; 

(4) medical or dental services or  surgical procedures
which could have been performed in an outpatient setting; 

( 5 )  acupuncture, unnecessary surgery, insertion of 
penile prostheses, gastroplastry f o r  morbid obesity, gastric 
stapling, o r  ileo-jejunal shunt except when all other types o f  
treatment of Inorbid obesity have failed and other procedures 
which may he experimental, are not in accordance with customary
standards of medical practice o r  a r e  not commonly used 

Effective Date Jan. 1 ,  1993 


I 






SERVICE limitations 

Inpatient hospital services 

(continued) 


( 7 )  inpatient dental cases involving oral 
rehabilitative o r  restorative services, except for 
procedures performed for treatment of a secondary
diagnostic Exceptions a r e  made due to the nature of the 
surgery or  the condition of the patient if documentation 
in the patlent's medical record justifies the procedure
in an inpatient setting. 

( 8 )  diagnostic tests and procedures that can 
be performed on an outpatient basisand diagnostic tests 
and procedures not related to the diagnoses that require 
that particular inpatient stay. 

( 9 )  sterilizations performed on individuals 
under 21 years of age; 

(10) sterilizations performed on individuals 
21 years of age or older who have not met the 
requirements of the Consent Form for  sterilization; 

(11) hysterectomies performed solely for the 
purpose of sterilization; 

(12) abortion procedures performed on 
individuals if a "Physician Certification foran 
Abortion" form has not been completed: 

(13) services and items for which full payment
available through Medicare, other financial resourcesof 
other health insurance programs; 

(14) services and items not ordinarily

provided to the general public; 


(15)methadonemaintenance; 


(16) periods of absence from the hospital for 
a purpose except for therapeutic leaves; 

(17) diagnostic or therapeutic procedures 
solely for experimental, research or  education purposes; 

TS # 92-10 
Supersedes 

DateTS # 87-08 approval Date 11/7/88 Effective 4/1/87 



11/7/88  

state commonwealth OF pennsylvania 

descriptions OF limitations 
page i e r e  

service limitations 

i .  	 Inpatlent hospital services 

(continued) 


(18) unnecessary admissions and conditions 
which do not require hospital-type care; 

(19) inpatient services provided to patients 
who no longer require acute short term inpatient 
hospital care (Inappropriate hospital services For 
patients who do require skilled nursing or  intermediate 
care, payment will be made to the hospital only i f  the 
patient is in a certified and approved hospital-based
skilled nursing or  intermediate care unit; 

(20) inpatient hospital days not certified 

under the Department’s Concurrent Hospital Review 

Process (CHR) process o r ,  in the event that the hospital
is granted an exemption from CHR, not certified b y  the 
hospital’s in-house utilization review process. 

(21) days of inpatient care due to unnecessary
delay in applying for a court ordered commitment, grace
periods administrative days and custodial care related 
or unrelated to court commitments or  to the Child 
Protective Services. 


( 2 2 )  any inpatient hospital services provided 
to a recipient by the transferring hospital on or after 
the effective date of a court commitmentto another 
facility; 

( 2 4 )  Friday or Saturday admissions unless the 
admission is a documented emergency or  the procedure for 
which the patient was admitted is performedon the day
of, or  the day following, admissions; 

( 2 5 )  the day of discharge from inpatient
hospital care; 

(26) any day of inpatient hospital care 
provided to a recipient whose medical condition makes 
him or her suitable for an alternate level of care or  
long term psychiatric care. 

TS # 93-10 

Supersedes

r;; 87-08 .Approval Date Effective 4/1/87
Date 





